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FOOT & ANKLE




506 NE 49th Avenue, Portland, OR  97213   Phone: 503-297-2222 Fax: 503-954-2493

Today’s Date: ____________
PATIENT REGISTRATION FORM   

	Patient Name: 
	Preferred name: 

	Date of Birth: 
	Gender: 
	Occupation: 

	Address: 

	                 (Street, City, State, Zip)

	Home Phone: 
	Cell Phone: 

	E-mail Address: 
	Employer: 


RESPONSIBLE PARTY:  (Complete only if different from patient)

	Responsible Party Name: 
	Social Security Number: 

	Date of Birth: 
	Gender: 
	Relation to Patient: 

	Address (if different from patient): 

	                                                                    (Street, City, State, Zip)

	Home Phone: 
	Cell Phone: 

	E-mail Address: 
	Employer: 


WHO TO CALL IN CASE OF EMERGENCY:

Name: ________________________________________________________
 Relationship: _____________________________________

Address: ________________________________________________________________________________________________________________________




(Street)



(City/State/Zip)

Home Phone: (______) ___________-___________  Work: (______) ___________-___________
  Cell :     (______) __________-___________
PRIMARY INSURANCE INFORMATION

	Plan Name: 
	Relation to Patient:  

	Member I.D. Number: 
	Group Number: 

	Policy Holder Name: 
	Policy Holder SSN: 

	Policy Holder DOB:
	Policy Holder Gender:

	Plan Address: 

	                           (Street, City, State, Zip)


SECONDARY INSURANCE INFORMATION

	Plan Name: 
	Relation to Patient: 

	Member I.D. Number: 
	Group Number: 

	Policy Holder Name: 
	Policy Holder SSN: 

	Policy Holder DOB:
	Policy Holder Gender:

	Plan Address: 

	                           (Street, City, State, Zip)




IS YOUR VISIT DUE TO A JOB RELATED INJURY OR AUTOMOBILE ACCIDENT?      Y _____ N_____

IF YES, PLEASE NOTIFY THE RECEPTIONIST

ASSIGNMENT OF BENEFITS

I attest that the information I have provided to Barnes Foot & Ankle, LLC is correct and true to the best of my knowledge.  I hereby assign any medical and/or surgical benefits to Barnes Foot & Ankle, LLC.  This assignment will remain in effect until revoked by me in writing.  A photocopy of the assignment is to be considered as valid as the original.  I understand that I am financially responsible for all charges, whether or not paid by said insurance. I further authorize Barnes Foot & Ankle, LLC to release all information to secure payment.

AUTHORIZATION TO RELEASE INFORMATION

I hereby authorize any physician, hospital, pharmacy, or medical care facility to provide all information regarding my medical or pharmaceutical history and treatment to Barnes Foot & Ankle, LLC. I furthermore will allow my pharmacy to supply verification of benefits. I also authorize Barnes Foot & Ankle, LLC to release my medical information to other physicians as needed to facilitate treatment.
Signature: ____________________________________________________________________________________
 Date: _____________________

How did you hear about Barnes Foot And Ankle 
Physician Referral (name) ___________________________________________________ 

Personal referral (name, so we can thank them)  __________________________________

____ Google    ____ Facebook     _____ Other:  __________________________________

What specific problem brings you to the office?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Date of onset: ______________

Is this related to an injury? _____ No

 _____ Yes 
Date of Injury:___________
Which Side?          Right: ____________
Left: _____________Both: _____________
Area / Location of pain (Please provide details):
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Pain Type (Circle all that apply):   Dull  Achy   Throbbing   Burning   Sharp   Shooting   Radiating   Numb     No Pain

Pain rating:  Scale of 1 to 10, Lowest to Highest:  _________

 Onset: ___ Slow ___  Sudden 
Duration / how long does pain last ?   _____________          Pain has gotten: ___ Better ___ Worse ___ No change
Condition aggravated by:  ___ Walking ___ Standing ___ Exercise ___ Shoes ___ Rest ___ Sleeping ___ Other:
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What relieves your pain? ___ Rest ___ Ice ___ Heat ___ Changing shoes ____ Not exercising ___ Not walking ___Immobilization ___ Anti-inflammatory medication ___ Narcotic pain medication   ______Other:
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Have you experienced this similar problem before?   ____No   ___ Yes    If yes, please describe and what treatments were given and what helped it resolve:  ________________________________________________________________________ ___________________________________________________________________________________________________________________________________
How many hours are on your feet during the day, on average?  ______________________________________________________

Shoe Size:  ___________
Medical History:  (Check all the apply)
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 Fatigue  Chest pain  Skin rash

 Fever  Heart attack  Athletes foot

 Chills  Angina  Corns / calluses 

 Night Sweats  High cholesterol  Ingrown nails

 Recent weight loss  High blood pressure  Plantar warts

 Recent weight gain   Fainting  Ulcers on feet 

 Headache   Abnormal EKG  Varicose veins 

 Sinus pain  Arificial heart valves

 Pacemaker

 Leg cramps   MUSCULOSKELETAL YES? 

 EYES YES?   Ankle swelling  Joint pain

 Worsening vision   Neck pain

 Blurry Vision   Back pain

 Double vision  Muscle cramps

 Glasses  RESPIRATORY  YES?   Arhritis 

 Contacts   Difficulty breathing  Bunions 

 Glaucoma   Shortness of breath  Hammertoes 

 Loss of Vision   Wheezing  Ankle pain

 Pain  Frequent cough   Heel pain

 Asthma   Flat feet 

 Artificial joints

 EARS/NOSE/THROAT YES?

Hearing loss  GASTROINTESTINAL YES? 

 Ear infection   Nausea / vomiting  NEUROLOGICAL YES? 

 Sore throat   Abdominal pain  Stroke 

 Constipation  Paralysis 

 Diarrhea  Numbness/tingling

 IMMUNOLOGY  YES?   Ulcers  Memory loss 

  Hay fever  Heartburn  Dizziness

 AIDS / HIV 

 Hepatits 

 Cancer  UROLOGY YES?   ENDOCRINE YES? 

 Radiation  Painful urination  Diabetes

 Kidney disease  Thyroid disease

 Dialysis  Gout 

 PSYCHOLOGICAL YES?  Liver Disease   Osteoporosis

 Anxiety

Depression

Other

 Other: 

 Other: 

 Other: 

 Other: 

 Other 

 Other: 

 Other: 

 Other: 

 Other: 

 Other:

 Date of last EKG: 

 Other:

 Other: 


Medical History
	Primary Care Doctor: 
	Location:                                   Phone:     

	Pharmacy: 
	Location: 

	
	
	
	


List All Surgeries and Serious Illnesses:

	Surgery/Serious Illness
	
	Year
	
	Hospital/Location

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Known Allergies: 


[image: image4.emf]Penicillin Latex Adhesive tape Anti-inflammatories (e.g. ibuprofen) 

Novocaine Sulfa Iodine

Anesthetic Other:  __________________________________

Pain medication: _________________________

Food: _____________


Medications you are Currently Taking: (Including birth control, over the counter, and herbal medications).

	Medication
	
	Dose
	
	Frequency

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Dates of your last:

	Hemoglobin A-1C:
	
	
	EKG:
	

	Physical Exam:
	
	
	Chest X-ray:
	

	Tetanus Booster
	
	
	Skin Test for TB
	


Do you smoke?  Y /N      

If yes, age you started smoking: ________
Year you quit: __________
Packs per day: __________

Illegal drug use?
____Never
____Occasional
____Frequent
How much alcohol do you drink on average:  ____ per day / _____ per week
How often do you exercise?  _____ Rarely
______ 1-2x / week
_______ 3-5x/ week
______ daily
Immediate Family’s Medical History: Blood relatives currently have or have ever had? 
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DiseaseDiabetes Stroke

High 

Blood 

Pressure

Vascular 

Disease

Lung 

DiseaseCancerAsthma

Kidney 

Disease

 Mother

 Father

 Siblings

 Children


Family History:
	
	Age(s)
	Living?
	Age at Death
	
	
	Cause of Death or Current Condition

	Father
	
	 Y / N
	
	
	
	

	Mother
	
	 Y / N
	
	
	
	

	Brothers
	
	 Y / N
	
	
	
	

	Sisters
	
	 Y / N
	
	
	
	

	Child(ren)
	
	 Y / N
	
	
	
	


Adopted?  Y/N 

MEDICAL INFORMATION AUTHORIZATION FORM
	Patient Name: 
	Date of Birth: 


As a patient of Barnes Foot & Ankle, LLC, would you like to elect to have others involved in your health care? Without your prior approval, we cannot discuss any medical information with family or friends. Please list the names of those you would like listed as being involved in your health care. This information can be changed or revoked with your permission at any time.

I give permission for information related to my current health status to be discussed with:

_______________________________________________   _________________________________   _______________________________

Name




         
 Relationship

        
     Telephone

_______________________________________________   _________________________________   _______________________________

Name




              Relationship

                   Telephone

_______________________________________________   _________________________________   _______________________________

Name




               Relationship

                   Telephone

The following people are indicated as individuals who can make medical decisions on my behalf if I am unable to make them on my own.

_______________________________________________   _________________________________   _______________________________

Name




              Relationship

                   Telephone

_______________________________________________   _________________________________   _______________________________

Name




              Relationship

                   Telephone

I understand that this might include such information as: diagnosis, prognosis and treatment plans, medications, discharge and instruction plans, diagnostic test results, appointment reminders, medical billing, insurance, and any other medical information relevant to my care.

___________________________________________________________________

___________________________________

Signature







              Today’s Date

(initial)   _____  I decline to have my medical information discussed with family or friends.
CONSENT FOR PATIENT PHOTOGRAPH

I hereby give my consent to be photographed: 

Name:  _______________________________________________________

DOB:  _________________________________________________________

       
    ______ Yes
______ No 

I understand that my photograph is being taken for identification purposes only.  I understand that Barnes    Foot and Ankle will retain ownership rights to these photographs and they will become a permanent part           of my medical record for as long as that record exists.  Images that identify me will be released only upon written authorization from me or my legal representative.  

Date:  __________________ 

Patient Signature:  ___________________________________________________

AUTHORIZATION TO USE/DISCLOSE HEALTH INFORMATION

ADVANCE \d 4
I, ________________________________________________, born ___________________________________
           Patient’s legal name – First, Initial, Last) 
Month / Day / Year
Hereby authorize Barnes Foot and Ankle to obtain health information for the purpose of Consultation and/or treatment from:  

_________________________________________________________________________________________

(Name & address of physician / medical group)

_____________________________________________                    __________________________________

(Address)                                                                                               (Phone)

By initialing the spaces below, I specifically authorize the release of the following health information: 

_____ Office chart notes incl. history & physicals                ______ Laboratory reports 

_____ Consultation notes                                                     ______ Pathology reports 

_____ Diagnostic imaging reports and films                         ______ Medication / therapy
_____ Operative reports                                                       ______ Other: _____________________

I understand that federal or state laws may restrict disclosure of HIV/AIDS information, mental health information, and drug/alcohol diagnosis, treatment or referral information.  By initially the spaces below, I specifically authorize the release of the following health information: 
 _____ Drug / Alcohol diagnosis / treatment                         _____ Mental Health information 

_____  HIV/AIDS related records including HIV testing
I have reviewed and I understand this Authorization.  I also understand that the information used or disclosed pursuant to this Authorization may be subject to re-disclosure by the recipient and no longer be protected under federal law.

_________________________________________________________________                  ______________________

Signature of Patient or Person Authorized by Law to Act on Patient’s Behalf                            Today’s Date
If this authorization is signed by a person authorized by law to act on behalf of the patient, please describe your relationship to the patient:  _________________________________________________________________________

Thank you for your time to complete these forms!

Barnes Foot And Ankle
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		Penicillin				Latex				Adhesive tape				Anti-inflammatories (e.g. ibuprofen) 

		Novocaine				Sulfa				Iodine				Pain medication: _________________________

		Anesthetic								Food: _____________				Other:  __________________________________
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				Heart Disease		Diabetes 		Stroke		High Blood Pressure		Vascular Disease		Lung Disease		Cancer		Asthma		Kidney Disease

		 Mother

		 Father

		 Siblings

		 Children
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		 SYSTEMIC		YES? 		CARDIOVASULAR		YES?  		 DERMATOLOGY		YES? 

		 Fatigue				 Chest pain				 Skin rash

		 Fever				 Heart attack				 Athletes foot

		 Chills				 Angina				 Corns / calluses 

		 Night Sweats				 High cholesterol				 Ingrown nails

		 Recent weight loss				 High blood pressure				 Plantar warts

		 Recent weight gain 				 Fainting				 Ulcers on feet 

		 Headache 				 Abnormal EKG				 Varicose veins 

		 Sinus pain				 Arificial heart valves				 Other: 

		 Other: 				 Pacemaker

						 Leg cramps 				 MUSCULOSKELETAL		YES? 

		 EYES		YES? 		 Ankle swelling				 Joint pain

		 Worsening vision 				 Date of last EKG: 				 Neck pain

		 Blurry Vision 				 Other:				 Back pain

		 Double vision								 Muscle cramps

		 Glasses				 RESPIRATORY 		YES? 		 Arhritis 

		 Contacts 				 Difficulty breathing				 Bunions 

		 Glaucoma 				 Shortness of breath				 Hammertoes 

		 Loss of Vision 				 Wheezing				 Ankle pain

		 Pain				 Frequent cough 				 Heel pain

		 Other: 				 Asthma 				 Flat feet 

						 Other: 				 Artificial joints

		 EARS/NOSE/THROAT		YES?						 Other 

		Hearing loss				 GASTROINTESTINAL		YES? 

		 Ear infection 				 Nausea / vomiting				 NEUROLOGICAL		YES? 

		 Sore throat 				 Abdominal pain				 Stroke 

		 Other:				 Constipation				 Paralysis 

						 Diarrhea				 Numbness/tingling

		 IMMUNOLOGY 		YES? 		 Ulcers				 Memory loss 

		  Hay fever				 Heartburn				 Dizziness

		 AIDS / HIV 				 Other: 				 Other: 

		 Hepatits 

		 Cancer				 UROLOGY		YES? 		 ENDOCRINE		YES? 

		 Radiation				 Painful urination				 Diabetes

		 Other: 				 Kidney disease				 Thyroid disease

						 Dialysis				 Gout 

		 PSYCHOLOGICAL		YES?		 Liver Disease 				 Osteoporosis

		 Anxiety				 Other: 				 Other: 

		Depression

		Other








